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Nurses in intensive care units (ICU) provide care for patients at their end-of-life, which is 
emerging as a necessary area of expertise. A lack of training in end-of-life care can cause moral 
distress and burnout to drastically rise if not addressed, resulting in an increased turnover of ICU 
nurses. This phenomenon is not specific to nursing but is a multidisciplinary concern, which can 
ultimately affect the work environment, threaten the resiliency of those in the ICU, and impact 
the overall care provided to vulnerable patients. The purpose of this DNP project was to provide 
nurse-led debriefing sessions for ICU team members to express their experiences of patient care 
in a psychologically safe place. This project was implemented at a large teaching hospital on a 
cardiovascular and thoracic ICU. One-hour debriefing sessions were held once per month for 
five months, and were open to all members of the care team. Nursing staff completed the 
Measure of Moral Distress-Healthcare Professionals (MMD-HP) and the Maslach Burnout 
Inventory-Human Services Survey for Medical Professionals (MBI-HSS (MP)) pre and post 
implementation of the debriefing sessions. The Moral Distress Thermometer was completed by 
any team member that attended a debriefing session and was used to measure moral distress at 
the start and end of each debriefing session. Participation varied throughout the project. The total 
moral distress score measured on the MMD-HP averaged 112 (SD=68.97) at the start (n= 27) 
and 177 (SD=92.54) at the conclusion of the project (n=28), demonstrating that moral distress 
increased overall. When comparing the results of the pre and post MBI-HSS (MP) surveys, 
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emotional exhaustion and depersonalization both increased representing an increase in burnout, 
but personal accomplishment also increased slightly. During three of the five debriefing sessions, 
moral distress decreased as a result of the debriefing sessions but was not statistically significant. 
Identified causes of moral distress included personal factors, impact of COVID-19, and work 
stressors. The debriefing sessions provided a safe place for participants to listen to each other’s 
perspectives and to offer support for each other, ultimately creating a chance for better 
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CHAPTER 1: INTRODUCTION 
In the United States, 20% of patients die in the hospital after being cared for by nurses in 
an intensive care unit (ICU) (Browning, 2013; Elpern, Covert, & Kleinpell, 2005). Technological 
advancements have allowed for treatment techniques that are more complicated, which in some 
cases extends life in less than ideal circumstances. This causes critical care nurses to feel the care 
they provide is often futile and nurses report they are dissatisfied and distressed when providing 
end-of-life care in the ICU (Browning, 2013, Elpern et al., 2005, Colville, Dawson, Rabinthiran, 
Chaudry-Daley, & Perkins-Porras, 2019). The American Association of Critical-Care Nurses 
(AACN, 2004) has voiced a growing concern about the increased use of medical futility in 
relation to end-of-life-care and its contribution to moral distress. 
In 1984, Jameton defined moral distress as occurring when the nurse “knows the right 
thing to do, but institutional constraints make it nearly impossible to pursue the right course of 
action” (p. 6). Moral distress has been recognized as a serious problem affecting nurses (Pendry, 
2007). Moral distress is proven to contribute to the nursing experience of suffering and when 
ignored can lead to increased stress, job dissatisfaction, departure from the workplace, and 
departure from the nursing profession (Elpern et al., 2005; Henrich et al., 2017; Hiler, Hickman, 
Reimer, & Wilson, 2018; McAndrew, Leske, & Garcia, 2011).  
Maslach and colleagues in 2001 described burnout as a psychological syndrome in which 
professionals lose all concern or emotional feeling for their patients, and treat them in a detached 
or even dehumanized way. Burnout has three components: emotional exhaustion, 
depersonalization, and decreased personal accomplishment (Fumis, Junqueira Amarante, de 
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Fátima Nascimento, & Vieira Junior, 2017). Emotional exhaustion is defined as being 
overwhelmed by work and is considered the first stage of burnout (Mealer, Burnham, Goode, 
Rothbaum, & Moss, 2009). Depersonalization refers to impersonal feelings toward those 
receiving care and reduced personal accomplishment is a negative self-evaluation and perception 
of decreased achievement (Mealer et al., 2009). Burnout can cause nurses to feel demoralized, 
defeated, or overwhelmed by morally distressing issues (Henrich et al., 2017). Moral distress is 
significantly associated with severe burnout, as demonstrated by Fumis and colleagues study 
(2017), which identified moral distress as an independent predictor for severe burnout. The 
incidence of burnout is present at high levels across health care professionals, with a range of 5% 
to 62%, and an average of 28% (Fumis et al., 2017). In a study by Colville and colleagues (2017) 
a significant proportion of ICU staff report burnout in relation to their experiences at work. 
Poncet and colleagues (2007) showed 32.8% of ICU nurses studied had signs of severe burnout.  
A review of the literature was conducted to identify interventions addressing burnout and 
moral distress in the ICU. Of the 29 articles found, twelve identified debriefing and support 
sessions, six focused on mindfulness strategies, five identified resilience, four recognized yoga 
and meditation, and two identified workshops or education. Despite the evidence-based 
interventions present in the literature, many nurses report they have little to no resources 
available in the workplace to help them manage moral distress.  
It is important to manage moral distress as it has been associated with a high turnover rate 
of critical care nurses. In conversations with leadership on a Cardiovascular and Thoracic 
Intensive Care Unit (CVTICU) at a large teaching hospital in the southeastern part of the United 
States it was felt that nurses were at an increased risk of moral distress and burnout because of 
the hospital’s ability to provide tertiary care to patients; specialized care not offered at other area 
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hospitals. Nurses on this unit need ways to combat moral distress, which would enable them to 
understand the plan of care provided for some of the more critically ill patients and address the 
depersonalization that develops through repeated expose to these types of patients. To prevent 
burnout, it is important to design interventions that allow the nurses to address their feelings of 
moral distress. Therefore, the purpose of this DNP project was to implement an intervention to 




CHAPTER 2: REVIEW OF LITERATURE 
Causes of Moral Distress 
Studies have shown that all health care providers experience some degree of moral 
distress, but nurses tend to be at a higher risk due to the increased amount of time they spend at 
the bedside caring for the patient and family (Austin, Saylor, & Finley, 2017; Johnson-Coyle et 
al., 2016; Whitehead, Herbertson, Hamric, Epstein, & Fisher, 2015). Among nurses working in 
different areas, critical care nurses are shown to have the highest rates of moral distress 
(Lusignani, Giannì, Re, & Buffon, 2017; Papathanassoglou et al., 2012; Sirilla, Thompson, 
Yamokoski, Risser, & Chipps, 2017). Causes of moral distress identified by critical care nurses 
are recognized in the literature and further highlight the multiple factors that contribute to this 
problem.  
In a study by Gutierrez (2005), overly aggressive treatment that was viewed as increasing 
the burden of suffering, was identified by 92% of nurses as a cause of their moral distress. A 
study by Browning (2013) identified three highest scoring morally distressing situations as 
“assist physicians who in my opinion is providing incompetent care”, “work with ‘unsafe’ levels 
of nurse staffing”, and “continue to care for a hopelessly injured patient receiving mechanical 
ventilation when no one will discontinue the ventilation”. Whitehead and colleagues (2015) lists 
“witnessing diminished care due to poor communication” and “caring for a hopelessly ill patient 
when no one will make decision to withdraw life support” as common causes of moral distress 
for critical care nurses. Colville and colleagues (2019) discovered the highest frequency of moral 
distress being related to the coordination of care and communication among the health care team, 
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and between the team and the patient and/or family. Providing false hope to the patient or family 
was identified as morally distressing in studies conducted by Johnson-Coyle and colleagues 
(2016) and Sirilla et al (2017). 
Futile care defined as aggressive treatment at the end of life, is a well-documented cause 
of moral distress in critical care nurses (Browning, 2013). Providing futile care or “initiating 
extensive life-saving actions when I think they only prolong death,” has been found to be one of 
the greatest causes of moral distress in critical care nurses (Austin et al., 2017; Colville et al., 
2019; Elpern et al., 2005; Hiler et al., 2018; Johnson-Coyle et al., 2016; Lusignani et al., 2017; 
Meltzer & Huckabay, 2004; Papathanassoglou et al., 2012; Sirilla et al., 2017). “Follow family 
wishes to continue life support even though I believe it is not in the best interest of the patient” is 
another main source of moral distress for critical care nurses identified in the research (Austin et 
al., 2017; Browning, 2013; Hiler et al., 2018; Johnson-Coyle et al., 2016; Lusignani et al., 2017; 
Whitehead et al., 2015).  
Nurses frequently have real-time insight into patients and families’ wishes because they 
spend the most time with the patient and family compared to any other health care professionals 
(McMillen, 2008). However, nurses are often not included in end-of-life discussions and 
decisions which can leave nurses feeling frustrated and helpless, especially if they view the care 
as futile (Epp, 2012; Espinosa, Young, & Walsh, 2008; Henrich et al., 2017; Holms, Milligan, & 
Kydd, 2014; McMillen, 2008). The culture of the ICU is one that focuses on intensive treatment 
of patients, which is in stark contrast to facilitating end-of-life-care (Holms et al., 2014). 
Therefore, end-of-life care in the ICU can sometimes be viewed as a failure of the health care 
team, further increasing the risk of moral distress (Holms et al., 2014). The majority of care 
deliverly at the end-of-life falls on nurses who are the ones who remain with the patients and 
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their family members throughout the entire dying process (Espinosa et al., 2008). They need 
support to process these experiences. 
Caring for patients at their end-of-life is emerging as a necessary area of ICU expertise, 
demanding an equal level of knowledge and competence to all other areas of intensive care 
practice (Holms et al., 2014). Even though death and dying occurs often in ICUs, nurses receive 
limited training in their formal education or their ICU clinical onboarding (Espinosa et al., 2008; 
Thompson, Austin, & Profetto-McGrath, 2010). Notably, there is no specific guidance or formal 
training for nurses when it comes to dealing with the withdrawal of life saving measures. The 
skills needed to provide quality end-of-life-care is learned on the job through repeated exposure 
to dying patients and their families, which does not necessarily result in quality safe care of 
patients, families, and staff. Due to the lack of training, critical care nurses may feel they are not 
properly prepared for this role and that they lack the support received by hospice nurses who 
routinely provide terminal care (Espinosa et al., 2008; Thompson et al., 2010). Equipping nurses 
with the knowledge and skills to provide quality end-of-life care may make the experience less 
traumatic and less likely to cause negative feelings that could result in moral distress and burnout 
(Shorter & Stayt, 2010).  
Impact of Moral Distress 
Moral distress is threatening the resiliency of critical care nurses and has an impact on 
retention of these highly trained nurses. Intention to leave their current position is a consistent 
theme identified throughout the literature. In the results of a study conducted by Austin and 
colleagues (2017), 35% of critical care nurses left a position or were currently considering 
leaving their position, and 49% considered leaving or had left a position in the past due to moral 
distress. Colville and colleagues (2019) showed that in relation to intention to quit, 7% of nurses 
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in their study reported they had left a previous job due to moral distress, 26% had considered 
leaving one in the past and 16% were currently considering leaving. This further demonstrates 
that moral distress is associated with the critical care nurses’ intent to leave, and addressing the 
issue is necessary in order to help retain these highly trained nurses.  
Prolonged exposure consisting of continuous intense contact with patients experiencing 
life or death trauma, serious illnesses, and sudden critical events in the ICU can lead to burnout 
and moral distress (Jenkins & Warren, 2012; Mealer, et al., 2009; Meltzer & Huckabay, 2004; 
Shorter & Stayt, 2010). Repeated exposure to stressful situations could also result in emotional 
exhaustion and burnout (Mobley, Rady, Verheijde, Patel, & Larsona, 2007). However, there is 
conflicting data as to whether moral distress accumulates over years worked in the ICU. In a 
study by Austin and colleagues in 2017, the number of years worked in the ICU environment did 
not correlate to higher moral distress or burnout scores. Colville and colleagues (2019) 
demonstrated a lack of a clear relationship between the age of the nurse or their length of service 
and moral distress, signaling that moral distress may not be cumulative. McAndrew and 
colleagues (2011) also identified a lack of significance between nursing experience and level of 
moral distress. These studies demonstrate the need for interventions to mitigate moral distress as 
it can affect any nurse at any point in their career. 
Not addressing moral distress could contribute to burnout. If the stress that follows 
distressing situations is not appropriately recognized and addressed, then the nurses may evolve 
to a state where it is beyond their ability to successfully address their emotions (Jenkins & 
Warren, 2012). Inadequate coping behaviors could be the dominant association contributing to 
acute stress states developing into chronic states due to this unresolved stress (McMeekin, 
Hickman, Douglas, & Kellye, 2017). In a study by Lewis (2017), feelings of moral distress were 
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present in half of the narratives of nurses who identified avoidance as a coping method. In a 
study by Stayt (2010), nurses described emotionally disassociating themselves from a dying 
patient as a means of coping with grief. The notion of avoidance is closely associated to moral 
distress and is often recognized as one of its consequences (Lewis, 2017). Avoidance leads to 
nurses becoming distracted or unfocused, and therefore unable to provide the necessary support 
needed to patients and families, and potentially delivering poor quality of care (Henrich et al., 
2017). 
Some critical care nurses have learned to compartmentalize their emotions, causing them 
to not be invested in their work as an effort to distance themselves from issues that lead to the 
development of moral distress (Henrich et al., 2017). Nurses feel they need to keep their 
emotions under control or hidden because they have other work-related responsibilities to 
prioritize (Thompson et al., 2010). Nurses also mention that unsupportive comments from 
coworkers could worsen feelings of moral distress (Henrich et al., 2017). Nurses in a study 
conducted by Thompson and colleagues (2010) acknowledged not receiving emotional support 
after the death of their patients, but rather were left to cope on their own. Interventions aimed at 
reducing burnout should center on the ability to help nurses address their feelings rather than 
avoiding or compartmentalizing their feelings. The needs of nurses experiencing moral distress 
should be recognized and addressed in ICU settings in order to provide resiliency, which would 
enable nurses to provide better care to patients and families, and potentially reduce turnover. 
Addressing Moral Distress 
Critical care nurses have found beneficial ways to help them cope with moral distress. In 
one study, 67% of nurses reported that nursing peers were used for support in expressing feelings 
of anger and sadness that resulted from moral conflicts (Gutierrez, 2005). Henrich and 
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colleagues (2017) identified venting, discussing the situation with compassionate colleagues, or 
debriefing with the team as successful ways to cope with or minimize negative emotional 
responses to moral distress. One study identified increasing perceived collaboration in, and 
satisfaction with care decisions, to help mitigate feelings of moral distress (Papathanassoglou et 
al., 2012). Browning (2013) discovered that nurses who participated in end-of-life patient care 
conferences felt more empowered and reported less frequency of moral distress.  
A reoccurring theme throughout the literature was the need for debriefing sessions, 
whether they were held immediately after an event or held more regularly on the intensive care 
unit. Nurses demonstrated increased coping abilities when faced with morally challenging 
situations when they were encouraged to voice their concerns to physicians, patients, and 
families (Gutierrez, 2005). Papathanassoglou and colleagues (2012) mentioned that creating 
opportunities for open dialogue and debriefing might help facilitate resolution of morally 
distressing situations and minimize escalation of further moral challenges. Gutierrez (2005) 
suggested developing a forum for facilitating discussion of nurses’ moral concerns and 
experiences of moral distress. In the study by Henrich and colleagues (2017), nurses expressed 
that they would be better able to cope with moral distress if there were debriefings immediately 
after a morally distressing experience.  
Evidence Based Debriefing 
  Debriefing is “a formal, collaborative, reflective process” and a way “to explore with 
participants their emotions and to question, reflect, and provide feedback to one another” (Lioce 
et al., 2020). Using debriefing for critical care nurses may be an effective tool to address moral 
distress. Wilson and colleagues (2013) examined the level and frequency of moral distress and 
preferences nurses had for interventions or support. Of the critical care nurses that participated, 
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low levels of moral distress were reported, but the highest levels reported were in relation to 
futile care (Wilson, Goettemoeller, Bevan, & McCord, 2013). These nurses identified that having 
an ethics committee and holding debriefing sessions would be helpful resources to address moral 
distress (Wilson et al., 2013). Moola and colleagues (2008) conducted a study to identify job 
related stressors and coping strategies critical care nurses used, and ways they could enhance 
their coping skills. Critical care nurses in this study felt emotional support systems are lacking 
but needed, and that debriefing and counseling could be a helpful way for developing coping 
mechanisms (Moola, Ehlers, & Hattingh, 2008).  
Informal debriefing and peer support are identified in the literature as a way for health 
care professionals to cope with feelings of moral distress. In a study by Gunasingam and 
colleagues (2015), results showed that physicians identified informal debriefing among peers as 
a good source of emotional and social support and a way to manage stress and decrease burnout. 
Colville and colleagues (2017) showed that debriefings and talking to senior nurses was 
associated with lower levels of moral distress. Similar evidence was found in a study by Graham 
and colleagues (2019), where staff requested emotional debriefings through peer supporters, 
which resulted in participants feeling cared for and valued.   
Debriefing sessions are beneficial to health care providers whether they occur 
immediately after a critical event or on a scheduled basis. To support that point, Keene and 
colleagues (2010) found that 98.4% of participants in their study identified bereavement 
debriefing sessions as helpful and 97.8% found them meaningful, noting how helpful it was to 
hear other disciplines perspective of the death. Browning and Cruz (2018) conducted a study 
offering debriefing sessions once per month over six months. Results of this study recognized 
that the critical care nurses all reported non-beneficial treatment as a cause of their moral 
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distress. The debriefing sessions allowed for case discussion with colleagues, which 85% of 
nurses found beneficial, with nurses citing the opportunity to discuss emotions and recognition of 
nursing concerns as direct outcomes of debriefing. All of the participants of this study wanted 
more debriefing sessions, 63% wanted them monthly, and 37% wanted them as needed. Overall, 
nurses found the sessions helpful, supportive, and felt that debriefing relieved stress (Browning 
& Cruz, 2018).  
Sandhu and colleagues (2016) implemented daily operational debriefing sessions. The 
debriefing session was informal and brief, and participants identified that it was an effective unit-
based support system, with 50% of nurses feeling overall stress levels decreased. Santiago and 
Abdool (2011) implemented ethics debriefings in a medical/surgical ICU that initially were not 
consistently well attended, nor were they held on a regular basis. They developed a more 
organized and systematic approach to ethics debriefing, which consisted of trained personnel 
facilitating the sessions and having them monthly. Participants of these sessions reported an 
increased awareness of the value and benefits of ethics debriefings. 
Debriefing sessions can also be held immediately after a significant event known to cause 
moral distress. Several studies implemented an intervention immediately after the death of a 
patient or following a critical event. Kapoor and colleagues (2018) implemented a “Sacred 
Pause” immediately after the death of a patient as a way to honor the patient and recognize the 
efforts of the health care team. This Pause helped 79% of participants with closure and 
overcoming feelings of distress, 73% identified a sense of team effort which helped improve 
professional satisfaction, 55% experienced decreased burnout, and the retention rate measured to 
100% of all staff (Kapoor, Morgan, Siddique, & Guntupalli, 2018).  
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Keene and colleagues (2010) offered bereavement sessions to ICU nurses and physicians 
immediately after the death of a patient. Staff recognized that it was helpful to hear other 
disciplines perspectives, and the greater the level of participation correlated positively (p=0.003) 
to how well grief was managed, and the need for an experienced facilitator was identified 
(Keene, Hutton, Hall, & Rushton, 2010). In a study by Clark and colleagues (2019), holding 
critical incident stress debriefings reported positive outcomes after critical incidents in a pediatric 
emergency department, as it identified what went well and areas for improvement. Santiago and 
Abdool (2011) found that debriefing is a valuable way to develop teamwork and cohesion, which 
is a helpful way to limit moral distress when proving end-of-life care. 
 While the evidence is clear that debriefing is a preferred intervention among ICU nurses 
to address burnout and moral distress, most of the literature has centered on critical incident 
stress debriefing, or debriefing immediately after an event. There have been some, but not many 
interventions looking at establishing formal debriefing rounds as part of routine care. Therefore, 
the purpose of this DNP project is to design, implement, and evaluate formal nurse-led 
debriefing rounds as part of standard practice in a CVTICU.  
Conclusion 
Moral distress is a problem for health care professionals, particularly among critical care 
nurses due to the nature of the environment and advancement of technologies. Critical care 
nurses report the highest levels of moral distress when compared to other health care 
professionals. The clinical situation most frequently identified as causing moral distress involves 
futile care (Meltzer & Huckabay, 2004). Debriefing among peers or as a formal process is a 
proven way to help nurses and other health care professionals deal with the clinical care that puts 
them at risk of developing moral distress and burnout.
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CHAPTER 3: CONCEPTUAL FRAMEWORK 
Theoretical Framework 
The theory identified to explain the problem of burnout among critical care nurses, is the 
Job Demands-Resources Model (JD-R). The JD-R model is a theoretical framework that was 
developed by Demerouti, Bakker, Nachreiner, and Schaufeli and introduced into the literature in 
2001 (Figure 1). The JD-R model was developed to recognize the causes of burnout, particularly 
in relation to exhaustion and disengagement (Bakker, Demerouti, & Euwema, 2005).  
The JD-R model was originally developed as a work-psychological model that focuses on 
job demands and job resources only and consisted of four propositions (Demerouti, 2018). The 
first proposition states that every occupation has its own risk factors associated with job stress or 
burnout, and these risk factors are classified as job demands and job resources (Demerouti et al., 
2001). Job demands are the physical, social, or organizational aspects of the job which require 
effort and cost energy (Bakker et al., 2005). Job resources are the physical, psychological, social, 
or organizational aspects of the job that help employees deal with job demands (Bakker et al., 
2005). The second proposition states that job stress or burnout is present when certain job 
demands are high and certain job resources are limited (Bakker et al., 2005). High demands are 
perceived as negative because they require energy and the outcome is health impairment and 
energy consumption (Demerouti, 2018). The lack of job resources challenges motivation and 
causes cynicism and disengagement (Bakker et al., 2005). The third proposition is that job 
resources can buffer the impact of job demands; therefore, employees who have many resources 
available to them cope better with increased job demands (Bakker & Demerouti, 2017). The 
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fourth proposition in the JD-R model states when job demands are high, job resources influence 
motivation (Bakker & Demerouti, 2017).  
Figure 1. The Job Demands-Resources Model (Bakker & Demerouti, 2018). Used with 
permission. 
 
Over the last ten years, the model has been revised to include an additional four 
propositions. The fifth proposition states that personal resources, like self-efficacy or optimism, 
can play a similar role and act like job resources (Demerouti, 2018). When self-efficacy is 
present, perceptions of situational opportunities are high and perceived situational threats are 
low, having a beneficial impact on burnout (Consigilo, Borgogni, Alessandri, & Schaufeli, 
2013). The sixth proposition explains how motivation has a positive influence on job 
performance, and job strain has a negative influence on job performance (Bakker & Demerouti, 
2017). The seventh proposition explains how employees who are motivated by their work are 
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likely to use job crafting, which leads to higher levels of job and personal resources, and 
increased motivation (Bakker & Demerouti, 2017). Job crafting refers to when employees 
proactively make changes to their work environment by altering it and making it more 
meaningful (Bakker & Demerouti, 2017). The eighth proposition reinforces the idea that 
employees who create stress, confusion, and conflict also create more job demands, which leads 
to a self-undermining behavior resulting in high levels of job demands and even higher levels of 
job strain (Bakker & Demerouti, 2018).  
Application of the Job Demands-Resources Model 
The nurses in the CVTICU have identified numerous job demands, but have a lack of job 
resources. Some of the identified job demands include lack of nursing staff due to high turnover, 
increased patient acuity, prolonged patient stay, following family wishes to continue life support 
when not in the best interest of the patient, providing futile care, and lack of communication 
among the care team. Job resources available include the mentor program and talking to senior 
nursing staff and leadership. These job demands are contributing to the moral distress and 
burnout present in the CVTICU nurses, and there are not enough resources available to offset the 
job demands. 
In the CVTICU, morally distressing situations can cause nurses to experience job stress 
and has caused some nurses to leave the CVTICU after less than one year of employment. With 
the lack of resources available to the CVTICU nurses, the problem will most likely continue. In 
the literature, nurses have recognized that debriefing sessions could be a helpful way to develop 
coping skills for morally distressing situations (Browning & Cruz, 2018; Moola et al., 2008). 
Debriefing sessions could help CVTICU nurses recognize how moral distress affects the care 
they provide to patients, and could potentially motivate them to improve the work environment 
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so that they can offer the best possible care for the patients that generate the most moral distress. 
Instituting debriefing sessions as a job resource to help reduce moral distress should help buffer 
the demands of caring for patients in this emotionally charged environment. 
The JD-R model explains the impact that job demands are having on CVTICU nurses, 
and that the lack of resources available to decrease this influence results in exhaustion and 
disengagement, otherwise known as burnout. Nurses in the CVTICU are disengaging themselves 
from their work because the emotional toll is overwhelming, and they do not have a constructive 
way to help them process their emotions. Debriefing sessions would be a valuable job resource 
for these nurses, as it is a way for them and other members of the health care team to have an 
open dialogue about morally distressing situations and escalation of care that may be seen as 
futile (Papathanassoglou et al., 2012). When team members can rely on their colleagues and their 
supervisor for support, assistance, and information, burnout is less likely to develop (Consigilo et 
al., 2013).  
Evidence-Based Practice Model for Implementation 
In order to implement an evidence-based practice change successfully, a model should be 
followed to guide implementation of the intervention. The Stetler Model will guide 
implementation of this project. The Stetler Model is one of the oldest models, first developed in 
1976 with a series of revisions in 1994 and 2001 (Stetler, 2001). This prescriptive approach 
conveyed a series of critical-thinking and decision-making steps intended to facilitate safe and 
effective use of research findings (Stetler, 2001). The Stetler Model, see Figure 2, was designed 
to create a formalized process for evidence-based practice changes by individuals as well as 
teams of individuals, and consists of five phases (Parkosewich, 2013).   
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The first phase is the preparation phase that identifies the need for clarity of purpose and 
potential significance of internal or external factors (Stetler, 2001). Internal factors and external 
factors, which may create barriers and affect the success of the project need to be examined 
(Stetler, 2001). The validation phase is the second phase, and involves analyzing the evidence 
available from both external and internal sources; the findings are appraised not the study 
(Stetler, 2001). The third phase is the decision-making phase where practice setting, feasibility of 
implementation, and current practice are evaluated to determine if the evidence should be used 
for a practice change (Parkosewich, 2013). Feasibility involves assessment of the degree of risk, 
as compared to the expected benefit of research-based change, along with the cooperation, 
support, or readiness of stakeholders (Stetler, 2001). The translation/application phase is the 
fourth phase, and focuses on the “how-to's” of implementation of the synthesized findings or 
recommendations (Stetler, 2001). Also included in this phase is the development of plans for 
formal organizational change if applicable (Stetler, 2001). The fifth phase is the evaluation of 
outcomes (Parkosewich, 2013). Changes to the implementation plan may occur over time to 
achieve continuous improvement and attainment of the targeted organizational goal (Stetler, 
2001).  
Application of the Stetler Model  
 The Stetler Model was used to design the implementation of this DNP project. As part of 
the preparation phase, moral distress and burnout were identified as problems in the CVTICU 
through conversations with nursing staff and observation of nurses’ behaviors when caring for 
critically ill patients, which validated the need for an intervention. The research was examined to 
determine tools available to help nurses cope with moral distress and burnout. Through 
reviewing the literature and talking with nurses on the unit, debriefing was frequently mentioned 
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as a helpful way to deal with moral distress and it was clear that this intervention would be 
beneficial to the nurses on the CVTICU. 
Figure 2. Overview of Stetler Model 
 
The decision-making phase is used to determine the feasibility of implementing 
debriefing sessions. The identified risks to implementation of debriefing sessions in the CVTICU 
were buy in and the location and/or time chosen for debriefing sessions. A lack of participation 
due to fear of expressing emotions was a strong possibility, as there were communication 
challenges between advanced practice providers, surgeons, and nurses on the unit. There have 
been leadership changes for the advanced practice providers, possibly impacting the nursing 
staff, which could affect buy in from stakeholders. The location and/or time chosen to hold the 
debriefing sessions needs to be thoughtfully considered in order to maximize staff attendance. 
Benefits of debriefing sessions were expected to be improved communication between the 















 In the translation and applicaction phase, it was determined that the best approach would 
be to have the debriefing sessions led by nurses with a chaplain present to assist as needed. A 
debriefing scaffolding was created to guide the nurses that were trained to lead the debriefing 
sessions. Evaluation of outcomes was designed using Stetler’s model by asking participants for 
feedback at the end of each debriefing session in order to embrace a continuous quality 




CHAPTER 4: METHODOLOGY 
The purpose of this DNP project was to design, implement, and evaluate formal nurse-led 
debriefing rounds as part of standard practice in a CVTICU. The following section describes the 
methodology used to carry out this project. 
Setting 
 This DNP project occurred at a 950-bed Magnet® designated academic medical center 
located in the southeastern United States. This hospital provides advanced medical treatments to 
patients throughout the region and the state, and is classified as a Level I Trauma Center, 
Comprehensive Stroke Center, and accredited as a Chest Pain Center by the American College of 
Cardiology. The hospital has affiliations with other hospitals in the state who transport patients 
to this hospital for more specialized care. This results in the most critically ill of patients being 
cared for in the CVTICU. 
The CVTICU is a 16-bed unit that utilizes an interprofessional team approach to address 
the care needs of their patients. Highly trained critical care nurses, clinical support technicians, 
and respiratory therapists staff the unit. There are three cardiac surgeons, three thoracic surgeons, 
and two vascular surgeons who admit patients into the CVTICU. There is a critical care team, 
made up of advanced practice providers (APPs) and led by an ICU attending, which manages the 
day-to-day care of the patients. Other members of the health care team include dieticians, 
physical and occupational therapists, speech therapists, pharmacists, transplant coordinators, 
pastoral care, among other specialty teams.  
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Patients in the CVTICU are complex, with a high morbidity and mortality. The current 
length of stay for a patient on the CVTICU is 5.6 days, and an average of 3.5 patients per month 
die in this unit. The CVTICU nurses manage patients after various types of cardiac, thoracic, and 
vascular surgery. Cardiac surgeries include but are not limited to coronary artery bypass surgery, 
heart valve repair or replacement, aortic surgery, heart transplantation, ventricular assist device 
implantation, and extracorporeal membrane oxygenation (ECMO) therapy. Thoracic surgeries 
include esophogectomy, pneumonectomy, and lung transplantation. Vascular surgeries are 
mostly repairs to the aorta through either open repair or endoscopic surgery.  
Subjects 
 Due to the collaborative nature of the CVTICU, and the fact that moral distress is often 
described as a phenomenon that crosses all health care professionals, all clinicians involved in 
CVTICU care were invited to participate in the debriefing sessions. However, evaluation of 
outcomes for this DNP project focused on the impact to the nursing profession only. The 
CVTICU nursing staff was made up of all registered nurses (RNs) and clinical support 
technicians (CSTs). At the start of this DNP project, there were 64 RNs, five of which are travel 
nurses, and 17 CSTs. Unit reporting measures indicate the current turnover rate of nursing staff 
in the CVTICU was 42.98% from July 2019 to May 2020, which is significantly higher than the 
average nursing turnover rate of the hospital from July 2019 to June 2020 at 8.59% and for ICUs 
in this hospital at 19.47%. 
Debriefing Implementation  
Facilitator debriefing training began for a core group of CVTICU nurses identified by the 
DNP student. These select nurses (n=5) were trained by an expert in debriefing to facilitate the 
debriefing sessions and were refered to as the debriefing champions. For this project, it was 
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decided that the DNP student would not facilitate the sessions, due to her leadership role on the 
unit and to prevent participants from feeling pressured to attend or obligated to behave in a 
certain way. Hospital chaplains skilled in debriefing were invited to the training to contribute 
their debriefing expertise and to offer additional support to the facilitators and participants.  
Recruitment of Participants 
CVTICU staff were notified at the March unit staff meeting of the upcoming project with 
a brief explanation of the project’s purpose, timeline, and outcomes, as well as time for CVTICU 
staff to ask questions about the project before implementation. An email was sent out by a 
listserv obtained from the nurse manager inviting all CVTICU nurses to participate in the 
completion of two Qualtrics surveys: the Measure of Moral Distress-Healthcare Professionals 
(MMD-HP) and the Maslach Burnout Inventory-Human Services Survey for Medical Personnel 
(MBI-HSS (MP)). Flyers describing the purpose of the project were placed in common areas 
around the unit, noting the date and times of the debriefing sessions along with the location. 
Emails were sent via a listserv obtained from the nurse manager reminding staff of the dates and 
times of the debriefing sessions. Participation in the surveys and debriefing sessions was 
voluntary and participants were able to exit the survey and debriefing sessions at any time.  
Each survey included creation of a unique identifier in order for participants’ responses to 
remain anonymous, while also allowing for pre and post participant analysis (Damrosch, 1986). 
Each participant provided six components: the first letter of mother’s first name, the first letter of 
father’s first name, the number of older brothers, the number of older sisters, their month of 
birth, and the first letter of the participant’s middle name (Damrosch, 1986). The instructions for 





The debriefing sessions used a scaffolding approach adapted from reflective practice that 
allows participants to build upon concepts as they go through the debriefing process. Essential to 
this process is the establishment of ground rules and structure to the discussions. The scaffolding 
was guided by the American Association of Critical-Care Nurses’ 4A’s to Rise Above Moral 
Distress (AACN, 2004). The 4A’s stand for Ask, Affirm, Assess, and Act. 
Psychological safety was established at the start of each debriefing session by the 
debriefing champions, followed by an agreement on confidentiality from all participants, and 
confirmation that it was appropriate for the DNP student to observe the sessions. Psychological 
safety is defined as a shared belief, or tatic, used to identify that individuals are safe for 
interpersonal risk taking (Edmondson, 1999). Developing psychological safety was an essential 
step which allowed the participants to feel comfortable raising issues and concerns without fear 
of embarrassment or threat from other team members (Edmondson, 1999). The hospital 
chaplains were included in the debriefing sessions to help maintain a sense of psychological 
safety and to provide any necessary support. The scaffolding utilized aspects of the eight stages 
that unfold when debriefing after a crisis (Hana & Romana, 2007).  Table 1 is a condensed 
version of the debriefing scaffolding that was used for this project. 
There were a total of five debriefing sessions offered once a month from May through 
September. Prior to the start of the debriefing sessions, the Moral Distress Thermometer (MDT) 
was distributed via an online survey for all participants to complete, using their unique identifier. 
Participants were asked to disclose what was currently causing their moral distress rating on the 










o Set ground rules 
o Establish psychologically safety and confidentiality 
o Explain purpose 





o Specific event to discuss 
o Who was involved 




o Examine feelings, thoughts and responses to event 
o What did you notice about your feelings during the event? 




o Patterns or trends that you noticed? 




o What have we learned from each other? 
o Are there things we discussed that we would like to address as a 
team? 
o If discussing challenging issue - How do we prevent this from 
happening again? 





o Honor time commitment 
o Express trust, confidence and respect for peers 
o End with sense of gratitude 
o Offer additional resources if needed 
(complete MDT and ask for feedback) 
 
At a minimum, two of the debriefing champions and pastoral care were present to 
facilitate at each debriefing session and keep the discussion on track according to the layout of 
the debriefing scaffolding. One debriefing champion took the lead while the other recorded 
themes. At the conclusion of the debriefing sessions, the participants were asked to complete the 
MDT as a post measure of moral distress, and in addition answer questions asking what when 
well and what could be improved, as well as what was helpful or not helpful from the debriefing 
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sessions. Results from each debriefing session were reviewed by the DNP student and changes 
were made, if needed, prior to the next debriefing session. After each debriefing session a debrief 
of the debriefing occurred, where the debriefing champions, chaplain, DNP student, and 
debriefing expert met to discuss the debriefing session, and what went well or areas for 
improvement. These sessions provided an opportunity to gain peer feedback and further develop 
debriefing skills. 
After the last session in September, a thank you email was sent out to all who participated 
and helped the project be successful. The MMD-HP and MBI-HSS (MP) surveys were sent to all 
nursing staff via an email listserv obtained from the nurse manager with encouragement to 
complete. Additional questions were added that focused on identifying why a participant either 
chose to participate or not participate in the debriefing sessions. The sessions were listed by 
month on the survey, so participants were able to identify which sessions they attended. They 
were also asked if the debriefing sessions were helpful. A free text comments section was 
available for individuals to write in their thoughts on the debriefing sessions. Feedback from the 
surveys will be used to help guide future debriefing sessions and other potential moral distress 
interventions after the conclusion of this project. To protect anonymity, participants were asked 
to enter their unique identifier for all surveys.  
Data Collection 
 A baseline assessment of nurses’ moral distress and burnout was obtained by completion 
of two Qualtrics surveys: MMD-HP and MBI-HSS (MP). Demographic questions, focused on 
age, gender, profession, years of experience, and years in critical care, and comfort level with 
providing end-of-life care, were included at the end of the survey. The survey links were 
distributed via a listserv obtained from the nurse manager and all data was de-identified. The 
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debriefing champions recorded common themes during the debriefing sessions to help identify 
sources of moral distress. 
Measure of Moral Distress - HP 
 The MMD-HP was used to determine the overall moral distress of nurses on the 
CVTICU. The MMD-HP is a revision of the Moral Distress Scale-Revised, and is designed to be 
used for all health care disciplines working in acute care hospitals, long-term acute care 
hospitals, and outpatient clinic settings (Epstein, Whitehead, Prompahakul, Thacker, & Hamric, 
2019). The MMD-HP captures the five key components of moral distress directly and indirectly, 
and allows for assessment of specific root causes that can help diagnose and determine 
interventions for particular units (Epstein et al., 2019). The five key components are identified as 
complicity in wrongdoing, lack of voice, wrongdoing associated with professional values, 
repeated experiences, and three levels of root causes (patient, unit, system) (Epstein et al., 2019). 
The instrument is a 27-item questionnaire that represents the most common causes for 
moral distress such as “witness health care providers giving ‘false hope’ to a patient or family”, 
“be required to care for patients whom I do not feel qualified”, and “participate on a team that 
gives inconsistent messages to a patient/family.” Each item is measured in two parts, frequency 
of distress and level of distresss, and each part is scored from 0 to 4 (see Appendix A). The 
frequency score is multiplied by the level of distress score, giving a range of scores per item of 0 
to 16. Scores for all 27-items are added together to give a total moral distress score which can 
range from 0 to 432. There is also the option to write in additional items that may cause moral 
distress. Cronbach’s coefficient alpha suggests good instrument reliability for the overall sample 




Maslach Burnout Inventory-HSS (MP) 
 The MBI-HSS (MP) was used to assess the level of burnout in nurses working in the 
CVTICU. The MBI-HSS (MP) is a 22-item questionnaire that covers three areas or subscales: 
Emotional Exhaustion (EE), Depersonalization (DP), and low sense of Personal Accomplishment 
(PA) (Maslach, Jackson, & Leiter, 1996).  Each area includes multiple questions with frequency 
rating choices of Never, A few times a year or less, Once a month or less, A few times a month, 
Once a week, A few times a week, or Every day (Maslach et al., 1996). Examples of the 
questions include “I feel emotionally drained from my work”, “I have accomplished many 
worthwhile things in the job”, and “I don’t really care what happens to some patients” (Maslach 
et al., 1996).  
Conclusive validity and reliability was not yet available for the replacement wording used 
in the MBI-HSS (MP) (Maslach et al., 1996). However, estimated internal reliability using 
Cronbach’s coefficient alpha produced evaluations for the MBI-HSS scales as .90 for EE, .79 for 
DP, and .71 for PA (Maslach et al., 1996). 
Moral Distress Thermometer 
 The MDT was used as a screening tool to evaluate the effectiveness of interventions 
aimed at lowering nurses’ moral distress, see Figure 3 (Wocial & Weaver, 2013). It provides a 
more concrete measure than the MMD-HP, as it is time specific and not situation specific 
(Wocial & Weaver, 2013). The MDT is a single item instrument with a numeric point scale and 
descriptors, producing interval data (Wocial & Weaver, 2013). Prior to rating an individual’s 
level of distress, the MDT states the following “Moral distress occurs when you believe you 
know the ethically correct thing to do, but someone prevents you from doing so. Please rate your 
current level of moral distress by using the slider to match the description provided below”. 
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Attached to the MDT completed by participants at the start of the debriefing session was 
an open ended question that asked “what do you think is currently causing your feelings of moral 
distress?” This was used to help identify any themes or reoccurring causes of moral distress. At 
the end of each debriefing session participants were asked three questions, they read “What went 
well during this debriefing session?”, “What could be improved?”, and “What was helpful or not 
helpful from the discussion?”  




 The purpose of this DNP project was to determine if regularly scheduled debriefing 
sessions in an intensive care unit can reduce feelings of moral distress and reduce burnout of 
nursing staff. The first outcome was to compare the MMD-HP and MBI-HSS (MP) pre and post 
intervention to determine if there was a reduction in moral distress and/or burnout.  
 The second outcome was to determine the efficacy of the debriefing sessions on reducing 
moral distress. The MMD-HP was used to identify if the individuals who had a lower follow up 
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moral distress score attended any debriefing sessions. The MDT helped determine if any 
particular session was successful in decreasing moral distress. The unique identifier linked the 
MMD-HP and MDT(s) to highlight any sessions that may have contributed to the decreased 
MMD-HP scores.  
 The third outcome was to identify common themes that may be causing the moral distress 
for nurses in this work environment. The debriefing champions noted themes during each 
session, and these themes were compared with the MDT administered at the start of the 
debriefing sessions, in order to identify major themes discussed by the CVTICU staff. The 
themes were evaluated to determine other interventions that could help reduce moral distress. As 
the debriefing sessions were interdisciplinary, the MDT was reviewed to determine if the 
debriefing sessions were helpful to other disciplines outside of nurses. 
  Statistical analysis was completed using International Business Machines Corporation’s 
Statistical Package for the Social Sciences (SPSS), version 25 (2017). Comparison of pre- and 
post-intervention scores on the MDT, MMD-HP and MBI-HSS (MP) included paired difference 




CHAPTER 5: RESULTS 
The initial design of the project was to implement in person nurse-led debriefing sessions, 
held once monthly after the CVTICU nursing staff meeting. Due to the worldwide pandemic, a 
size limitation on gatherings was restricted to less than ten. Therefore, all training sessions for 
nurse debriefing champions and the actual debriefing sessions themselves took place via the on-
line platform Zoom. Permission was granted from the University with the caveat that protections 
be made to guarantee privacy and confidentiality of all on-line training and all debriefing 
sessions. All Zoom meetings had a meeting number and password, and the waiting room feature 
was used so only CVTICU staff were permitted into the debriefing sessions. 
 An Accessibility Survey was then sent out via Qualtrics to staff on the CVTICU to 
determine if they had access to a smart phone or laptop, access to the internet at home, and to 
evaluate their willingness to attend the debriefing sessions via Zoom. The results of the 
Accessibility Survey showed that of the 26 individuals that completed the survey, 25 would be 
willing to participate via Zoom. All 26 participants had either a smart phone or laptop and an 
internet connection at home. The Accessibility Survey also asked the preferred time to have a 
debriefing session, as the unit staff meeting dates became variable due to COVID-19. Out of the 
presented options, the time decided was 3pm to 4pm, as the majority of individuals who took the 
survey preferred that time frame.  
A total of five debriefing sessions were held, one each month, from May 2020 through 
September 2020. The MMD-HP and MBI-HSS (MP) were sent via Qualtrics to all nurses 
employed on the CVTICU prior to the first debriefing session to establish a baseline and after the 
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last debriefing session in order to determine impact of the intervention. The MDT was utilized 
during each debriefing session, once at the start of the session and again at the end of the session.  
Results from the MMD-HP, MBI-HSS (MP) and the MDT, along with themes identified from 
the debriefing sessions were used to determine the impact of this intervention, and guide future 
work.  
MMD-HP Results 
 The first outcome of this project was to compare the MMD-HP and MBI-HSS (MP) pre 
and post intervention to determine if there was a reduction in moral distress and/or burnout. A 
total of 64 RNs and 17 CSTs employed by the CVTICU were invited to participate in the 
debriefing sessions. The MMD-HP was sent out to the nursing staff of the CVTICU at the start 
and end of the intervention. Of the 81 possible participants, 35 individuals started the baseline 
survey, but only 28 (35%) completed the survey. The average moral distress score was 112 
(SD=68.97), with the lowest score reported at 12 and highest score reported at 253. 
 Following the end of the debriefing sessions, the MMD-HP was redistributed to all RNs 
(n=53) and CSTs (n=10). Of the 63 possible participants, 34 individuals started the survey, with 
only 27 (43%) completing the survey. The average moral distress score was 177 (SD=92.54), 
with the lowest score reported at 21 and highest score reported at 376. When comparing pre and 
post-intervention scores for those individuals that completed both surveys (N=12) using a paired 
samples t test, there was no statistical significance between the scores (p=.086). 
The top mean scores for the MMD-HP Frequency of Distress were the same both pre and 
post intervention. Pre-intervention (baseline) MMD-HP scores are shown in their entirety in 
Appendix B, however the 3 highest mean scores were on the following items: Item 2. Follow the 
family's insistence to continue aggressive treatment even though I believe it is not in the best 
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interest of the patient (M=2.86, SD=1.18), Item 5. Continue to provide aggressive treatment for a 
person who is most likely to die regardless of this treatment when no one will make a decision to 
withdraw it (M=2.64, SD=1.16) and Item 19. Have excessive documentation requirements that 
compromise patient care (M=2.44, SD=1.40).  
On the post intervention survey the MMD-HP top 3 Frequency of Distress scores 
remained the same, with the mean scores actually increasing on the post intervention survey for 
the following three items: Item 2. Follow the family's insistence to continue aggressive treatment 
even though I believe it is not in the best interest of the patient (M=3.37, SD=0.79), Item 5. 
Continue to provide aggressive treatment for a person who is most likely to die regardless of this 
treatment when no one will make a decision to withdraw it (M=3.22, SD=0.97), and Item 19. 
Have excessive documentation requirements that compromise patient care (M=3.04, SD=1.19). 
The post-intervention MMD-HP scores are shown in their entirety in Appendix B. 
For the Level of Distress (Intensity) score, the top 3 highest items on the pre intervention 
survey were: Item 5. Continue to provide aggressive treatment for a person who is most likely to 
die regardless of this treatment when no one will make a decision to withdraw it (M=3.11, 
SD=1.12), Item 16. Be required to care for more patients than I can safely care for (M=3.04, 
SD=1.14), and Item 2. Follow the family's insistence to continue aggressive treatment even 
though I believe it is not in the best interest of the patient (M=2.93, SD=1.05). The top items on 
the post intervention survey however were different, with the top 3 items being: Item 5. Continue 
to provide aggressive treatment for a person who is most likely to die regardless of this treatment 
when no one will make a decision to withdraw it (M=3.72, SD=0.64), Item 2. Follow the family's 
insistence to continue aggressive treatment even though I believe it is not in the best interest of 
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the patient (M=3.59, SD=0.64), and Item 1. Witness healthcare providers giving "false hope" to a 
patient or family (M=3.52, SD=0.7).  
Item 2. “Follow the family's insistence to continue aggressive treatment even though I 
believe it is not in the best interest of the patient” and Item 5. “Continue to provide aggressive 
treatment for a person who is most likely to die regardless of this treatment when no one will 
make a decision to withdraw it” scored the highest for both the frequency of distress and level of 
distress scoring, which is consistent with the literature. 
MBI-HSS (MP) Results 
Like the MMD-HP, the MBI-HSS (MP) was sent out to all nursing staff at the start of this 
project. Of the 81 possible participants (64 RNs and 17 CSTs), 27 individuals started the survey, 
but only 25 (31%) completed the survey. The average score for EE was 23.88 (SD=13.4), with a 
range of 5 to 46. The average score for DP was 9.52 (SD=6.79), with a range of 0 to 26. The 
average score for PA was 34.72 (SD=6.55), with a range of 22 to 47. 
The MBI-HSS (MP) was also sent out to all nursing staff at the conclusion of this project. 
Of the 63 possible participants (53 RNs and 10 CSTs), 34 individuals started the survey, with 27 
(43%) completing the survey. The average score for EE was 30.26 (SD=14.44), with a range of 7 
to 54. The average score for DP was 11.44 (SD=8.44), with a range of 0 to 26. The average score 
for PA was 35.26 (SD=8.48), with a range of 15 to 45.  
There was no statistical significance between any of the scores when using a paired 
samples t test to compare scores between the seven individuals that completed both surveys. 
However EE and DP increased slightly as did PA, meaning even though there was a slight 




Efficacy of Debriefing Sessions on Reducing Moral Distress 
To determine efficacy of the intervention, pre (baseline) and post intervention MMD-HP 
scores, MBI-HSS (MP) scores, and MDT scores for those who participated in at least one 
debriefing session were analysed. Of the overall sample, only twelve of the participants 
completed both the pre and post MMD-HP surveys. Of those twelve participants, eight indicated 
they had attended at least one of the debriefing sessions. The difference between pre and post 
levels of moral distress for these eight participants was not statistically significant (p=.079) using 
a paired samples t test, however the average total moral distress score increased from M=102.75 
(SD=57.26) to M=144.38 (SD=82.27) from baseline to end of the intervention.  
Only eight of the participants completed both the pre and post MBI-HSS (MP) surveys. 
Of those eight participants, six attended at least one of the debriefing sessions. The group that 
attended at least one debriefing session averaged M=23.5 (SD=9.03) for EE pre-implementation 
compared to M=26.83 (SD=9.75) post-implementation. The DP scores were M=7.50 (SD=4.68) 
and M=11.67 (SD=8.31) respectively and the PA scores were M=34.67 (SD=6.35) and M=35.17 
(SD=5.49) respectively. When comparing scores using a paired samples t test, there was no 
statistical difference with EE (p=.386), DP (p=.078), or PA (p=.695). However, despite the EE 
and DP scores increasing, the PA score also increased among the group that attending at least 
one debriefing session.  
The MDT was sent out prior to the start of each debriefing session and at the conclusion 
of each debriefing session. Participants were asked to complete both pre and post assessments to 
determine if any particular debriefing session was successful at reducing an individual’s level of 
moral distress. Participation varied for each debriefing session, with the first debriefing session 
attracting the largest amount of participants. Table 2 demonstrates the number of participants 
 
 35
grouped into three categories: RN, APP/Physician, and Other. There was a wide variety of 
participation including the following disciplines: respiratory therapists, surgeons, ICU 
Attendings, ECMO specialists, dieticians, pharmacists, and social workers. 




May June July August September 
RN 10 4 5 7 5 
APP/Physician 6 0 3 1 2 
Other 6 2 2 1 2 
Total Participants: 22 6 10 9 9 
 
 As previously mentioned, moral distress scores were measured at the start and conclusion 
of each debriefing session. Table 3 shows the results of the pre and post mean scores for moral 
distress measured by the MDT. The May, June, and September debriefing sessions all showed a 
decrease in moral distress when comparing the pre MDT to the post MDT. The sample sizes 
were relatively small and thus there is no statistical significance between any of the scores.  
Table 3. Comparison of MDT score before and after debriefing session 
 May June July August September 












Causes of Moral Distress 
The third outcome for this project was determining any common causes of moral distress 
or consistent themes during the debriefing sessions. Each debriefing session started by asking the 
participants for current causes of moral distress. Three descriptive themes were identified 
throughout the debriefing sessions for causes of moral distress, which include: personal factors, 
impact of COVID-19, and work stressors. 
Personal factors that were mentioned as causes of moral distress included moving, new 
job, challenge of knowledge, and lack of support. Examples of the impact of COVID-19 revealed 
during the debriefings sessions were staffing levels, lack of social interaction, COVID-19 
environment, visitation restrictions for patients, racial tension/injustice, and quarantine. COVID-
19 impacted each debriefing session, and was mentioned as a current cause of moral distress on 
the MDT for all of the debriefing sessions except the MDT for the September debriefing session. 
The causes of moral distress categorized as work stressors included poor communication, 
futile care, high acuity, end-of-life situations, patient’s condition, lack of family awareness of 
patient’s condition, medical decisions by providers, inability to do what I think is best for a 
patient, lack of palliative care, lack of adequate sedation, concerns over management of patients, 
difficult patient situations, lack of improvement in patients, second guessing the correct action, 
lack of closure or resolved issues with patients and their care, no long term plan for some 
patients, and lack of honesty with the families about patient condition. 
Individuals had the opportunity to include additional causes of moral distress on the 
MMD-HP, which were mainly factors affecting day to day workload or directly involving patient 
care. The additional causes affecting the day to day workload on the pre-implementation survey 
were unit culture, feeling burned out, unprofessional behaviors of fellow nurses, floating to 
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another unit without proper training, and lack of acknowledgment from administration of the 
level of moral distress staff experience. Additional causes affecting day to day workload on the 
post-implementation survey were safety concerns not addressed by management, incompetence 
of staff being ignored, inadequate staffing levels, lack of recognition and support from 
management, inexperienced staff, profit and money valued over working conditions and patient 
outcomes, and management ignoring behavior of bullies.  
The additional causes that directly affect patient care on the pre-implementation survey 
were transporting unstable patients, difficulty finding provider, caring for suicidal patients/drug 
users, lack of experience in end-of-life care, family’s unrealistic goals for terminal patients, 
providers overriding patient wishes, inexperience talking to family members on patient progress, 
and unnecessary testing and procedures on DNR/DNI patients. There were only two items added 
to the post-implementation MMD-HP that directly affected patient care, and they were lack of 
effort by provider coordinating family meeting and giving realistic updates, and palliative care is 
not nurse driven. 
Feedback about debriefing sessions 
Participants were asked what was helpful or not helpful from the debriefing sessions and 
what could be improved as part of the MDT completed at the end of each debriefing session. 
Commonly mentioned as helpful was having different disciplines present, recognition of nursing 
role by other clinicians, knowing that others shared the same feelings, acknowledging and giving 
permission to express grief, individuals speaking openly, good ground rules, having a 
confidential place to discuss feelings without fear of repercussions, discussing how to improve 
care for patients, having better perspective of colleagues experiences, and collaboration as a 
team. Individuals mentioned the following things as being not helpful or areas for improvement: 
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Zoom difficulties, need for more surgeon and provider input, need for more time in each session 
or more frequent meetings, better flow/direction, and a desire for ‘in-person’ debriefing. 
On the post intervention MMD-HP and MBI-HSS (MP) participants were asked if they 
attended any of the debriefing sessions and if they did not attend, why. The most common 
reasons given by nursing staff for not attending debriefing sessions are as follows: 
working/staffing unit, schedule conflicts/other obligations, inexperienced, and new to the 
CVTICU. Three individuals mentioned their specific reason for not attending, which included 
confusion about time commitment, forgot the date, and one individual found it helpful for 
venting but did not feel it made too much of a difference in practice. This suggests that 




CHAPTER 6: DISCUSSION 
This final chapter will provide a discussion of the major findings of this DNP project. 
Lastly, limitations of the project, implications for clinical and educational practice, and 
recommendations for future research on this topic are included. 
Moral Distress and Burnout Scores 
The baseline moral distress and burnout scores were lower than the post-intervention 
scores. During the baseline assessment, the pandemic was just beginning and the census in the 
CVTICU was low. This reduced census may have had an impact on the MMD-HP and MBI-HSS 
(MP) scores. The post-implementation MMD-HP and MBI-HSS (MP) show increases in both 
moral distress and burnout. This could have been due to a variety of reasons. First, several 
complicated long-term patients died during the course of this project and were discussed during 
some of the debriefing sessions. Discussing these patients may have raised awareness of feelings 
that would previously be compartmentalized and not discussed, causing the increase in the moral 
distress scores. Second, the staff of the CVTICU now had an outlet to openly discuss emotions 
and feelings without fear of being judged, where before this project began there was a lack of 
resources available for nurses to discuss and gain support for the moral distress they were 
experiencing. This opportunity to discuss cases in more depth may have provided space for 
reflection and allowed for increased awareness of personal moral distress. 
The rise in burnout on the MBI-HSS (MP) can be attributed to COVID-19 and the 
constant changes that were presented to the nursing staff throughout this project. At the start of 




rather than the usual rush to move patients to the stepdown unit to make room for fresh post-
operative patients. During the debriefing sessions, participants voiced frustration with COVID-
19 and the issues that arouse because of the pandemic along with the lack of resources available 
due to changes made as a result of COVID-19.  
Three items on the MMD-HP had the highest Frequency of Distress both at baseline and 
post-intervention (Appendix B). They are Item 2. “Follow the family’s insistence to continue 
aggressive treatment even though I believe is is not in the best interest of the patient”, Item 5. 
“Continue to provide aggressive treatment for a person who is most likely to die regardless of 
this treatment when no one will make a decision to withdraw it”, and Item 19. “Have excessive 
documentation requirements that compromise patient care”. Both pre and post surveys ranked 
the top three exactly the same, except the post scores were higher for all three items. This finding 
correlates with the literature as the main causes of moral distress among nursing staff. This 
highlights the importance of these debriefing sessions on the CVTICU, but also identifies a need 
for interventions to deal with the causes of moral distress throughout nursing.  
Efficacy of Nurse-Led Debriefing Sessions 
Of the eight individuals that attended at least one debriefing session and completed both a 
pre and post implementation MMD-HP, results showed an increase in their reported level of 
moral distress. This finding could be attributed to a raised awareness of moral distress that was 
heightened by discussions held at the debriefing sessions.  
Like the overall sample, the changes in practice related to COVID-19 would also have 
impacted the post-implementation score, which most likely explains why both groups showed an 




group that attended debriefing sessions provided more identified causes of moral distress, 
possibly due to an increased comfort level with speaking about their moral distress.  
Positive themes from the debriefing sessions focused on the value and psychological 
safety of the sessions. By emphasizing psychological safety and confidentiality at each 
debriefing session, participants felt safe to speak openly and honestly which enabled an 
uninhibited conversation allowing participants to understand the perspectives of others. In the 
September debriefing session one participant closed the session by saying “We care, we care 
about each other, we care about these patients, and bringing it back to remembering we care 
reminds me why I’m part of this team”. This quote sums up the importance of this project, as 
participants became more empathetic towards each other and increased their ability to 
communicate as a team through constructive conversations. 
Success of this project is attributed to the nurse debriefing champions that led the 
debriefing sessions and the training they were provided. A debriefing scaffolding (Table 1 in 
methods) was developed to guide the discussion, starting with creating psychological safety and 
confidentiality. This was done to allow participants the ability to speak freely with no fear of 
judgement or retribution. One participant from the May debriefing session commented that 
“everyone was respectful and gracious thanks to ground rules that were set at the beginning” and 
another said “I was surprised to hear everyone speak so openly, so I guess we do have an 
unwritten rule”. This demonstrates the importance of creating that psychological safe space for 
emotional discussion, which allows participants to feel safe to speak up about issues that cause 
distress.  
The nurse debriefing champions were also trained to utilize a pause for reflection if 




was a way for everyone to take a breath and collect themselves before continuing. The nurse 
debriefing champions used the debriefing scaffolding and their own intuition during the 
debriefing sessions in an attempt to decrease moral distress and potentially create a more 
cohesive team. The addition of the hospital chaplains as part of the debriefing team was 
important to help maintain psychological safety and provide reflection on the conversation, 
ultimately promoting a ‘no blame’ environment. This scaffolding approach should be used for 
those wanting to replicate this process. 
Benefits of Multidisciplinary Debriefing 
 One consistent theme from the intervention was the value of hearing from multiple 
disciplines. The feedback overwhelmingly demonstrated that multidisciplinary debriefing 
sessions were valued as a way for the team to gain a more informative understanding of patient 
care. Multiple participants asked for more disciplines to be present at the debriefing sessions and 
for more sessions throughout the year. Of the nursing staff that attended, they valued the input of 
the surgeons and ICU attendings to help bring clarity to issues being discussed. All disciplines 
that were present recognized that the debriefing sessions were a good way to see the perspectives 
and obstacles of others on the CVTICU.  
At the September debriefing session it was mentioned that even though this DNP project 
was ending the participants wanted the debriefing sessions to continue. The main purpose of a 
DNP project is to implement practice change, so it is encouraging to see this intervention will 
continue after the implementation period has ended. Overall the evidence from this project 
demonstrates that the CVTICU staff value conversations with other disciplines and find these 





Impact of COVID-19  
While the primary purpose of this project was to examine the impact of nurse-led 
debriefing sessions on moral distress and burnout, with a secondary goal of reducing turnover, 
the impact of COVID-19 on these outcomes cannot be ignored. The data showed a statistically 
significant increase in three items on the MMD-HP for Frequency of Distress, when comparing 
pre to post intervention surveys. The three items are Item 16. “Be required to care for more 
patients than I can safely care for” (p=.021), Item 17. “Experience compromised patient care due 
to lack of resources/equipment/bed capacity” (p=.032), and Item 18. “Experience lack of 
administrative action or support for a problem that is compromising patient care” (p=.013). 
These three items demonstrate the impact of COVID-19 on the moral distress of the CVTICU 
nurses. COVID-19 increased the acuity and complexity of some patients in the CVTICU due to 
patients delaying care. There was an additional strain that developed due to the lack of resources 
and lack of nursing staff also related to changes implemented as a result of COVID-19. These 
system factors are out of the control of the nursing staff, ultimately adding to the level of stress 
critical care nurses were feeling. The comments on the surveys and discussions during some of 
the debriefing sessions supported these feelings of stress, as one session talked about constant 
changes made by hospital administration and another session focused on not having enough staff 
to care for the patients in the unit.  
Prior to the start of this project in mid-March, the hospital stopped all elective cases due 
to an anticipation of a surge of COVID-19 infected patients that could potentially overcrowd the 
hospital. This caused the CVTICU to have a much lower census then when performing elective 
surgeries, and at one point only five patients were on the 16 bed unit. Nursing staff were asked to 




floated to another unit went to the medical ICU, where COVID-19 positive patients were being 
isolated. These changes caused some nurses to leave the hospital and seek out travel positions for 
a guaranteed income or to help with the pandemic hot spots. Additionally, nurses left for 
positions outside of the hospital setting due to the fear of becoming infected with COVID-19. As 
elective cases began again, the hospital instituted a hiring freeze which further increased the 
staffing shortage.  
Prior to implementation of this DNP project, the average nursing turnover rate for the 
CVTICU was 42.98%, compared to 19.47% for the hospital’s ICUs and 8.59% for all of nursing 
in this hospital. During the implementation phase of this project, the average nursing turnover 
rate of the CVTICU was 15.96% (T. Carroll, personal communication, September 25, 2020). 
When averaging the turnover rate for the period before implementation of this project and 
comparing that to the average of turnover during the implementation phase, turnover per month 
was 3.9% and 2.7% respectively. The turnover rate decreased slightly during the implementation 
phase, which may be due to the implementation of this intervention. This decrease in turnover 
could also be due to the hiring freeze and lay-offs that were happening at hosptials around the 
state and country. Nursing staff were less likely to leave their employment as there potentially 
was a lack of positions at other hospitals, and they did not want to be hired onto a COVID-19 
unit. If the pandemic was not occurring, the turnover rate may have stayed on the pre 
implementation trajectory, indicating that the turnover of staff would have increased. The high 
turnover rate, as well as the staffing issues outlined above, have great implications for this 





Currently the hospital does not require an exit interview when nursing staff leave, so the 
decrease in turnover cannot be directly linked to moral distress and burnout especially in light of 
the simultaneous pandemic. However, when looking at the MMD-HP and questions on intent to 
leave, when participants were asked if they were considering leaving their position now due to 
moral distress, the results pre and post intervention varied significantly. Out of the 28 
participants that took the pre-intervention survey, only four (14%) were considering leaving due 
to moral distress compared to eleven of the 27 participants (47%) on the post-intervention 
survey. These findings demonstrate the need to continue the debriefing intervention outlined in 
this DNP project. 
Limitations 
 This DNP project had several limitations. It was conducted on a single intensive care unit 
at one hospital site. The sample was a convenience sample, which was relatively small. The 
project varied in participation, meaning not everyone participated in all surveys or all debriefing 
sessions. Multiple individuals participated in various aspects of this project. This project could 
be repeated on multiple intensive care units and at multiple hospitals with a commitment from 
individuals to participate in all aspects of the study, which would address these limitations. 
 Another limitation of this study was the timeframe. It is difficult to know how long it 
takes an intervention to have a significant impact on an individual’s level of moral distress or 
burnout. There was no clear time frame from the literature reviewed. Five months is a significant 
amount of time, but the debriefing sessions were only held once per month. To address this 
limitation, more frequent debriefing sessions could be held. These sessions could also be offered 




 Maybe the most significant limitation is implementing this project during a pandemic. 
While it was a helpful way for individuals to discuss concerns, the pandemic may have altered 
the level of moral distress and burnout individuals were feeling both at the start of the project 
and at the end of the project. The impact this project would have had if implemented at a time 
without such a significant global event is unknown, but it is possible that the results of all 
surveys were affected by the pandemic. 
Implications for Clinical and Educational Practice and Future Research  
 This study has several implications for clinical and educational practice. The primary 
implication is that debriefing sessions raise an individual’s awareness of their moral distress and 
burnout and that of their co-workers. It also raises an awareness of the demands co-workers have 
placed on each other and how those demands affect the ability of individuals to perform their 
work.  
Allowing nursing staff the opportunity to discuss their emotions in a psychologically safe 
place demonstrates that hospital leadership values the wellbeing of their employees and they 
recognize the moral distress and burnout that nurses are feeling. Placing emphasis on increasing 
resilience of the nursing workforce by implementing interventions aimed at moral distress and 
burnout will potentially decrease turnover and reduce the hospital cost of training new intensive 
care nurses. 
Future work should also include expansion of this intervention to include more 
interprofessional team members. The value gained from having multiple professions participate 
in this DNP project, as reported by the participants, indicates a need for more work in this area. 
Future debriefing sessions could also include nurse leaders as the literature supports that 




concerns through debriefing. This could help improve communication between nursing staff and 
nurse managers/leaders and they could potentially address any concerns that were brought 
forward during the debriefing sessions. However, an emphasis would need to be placed on 
psychologically safety in order for participants of the debriefing session to continue to feel free 
to speak openly and honestly without fear of retribution. 
Recommendations for educational practice would be to teach nurses about end-of-life 
care and issues surrounding moral distress and burnout when in undergraduate training and when 
on-boarding to the ICU. This could be done through simulation training using real life scenarios, 
based on patient stories, to practice having these difficult conversations. Nursing students should 
also be provided with healthy coping mechanisms to help prevent them from compartmentalizing 
their emotions. Having discussions about how to deal with emotions and how to cope when a 
patient dies, would help prepare them for these stressful yet inevitable situations. By preparing 
them in a safe environment they might feel more confident when the situation occurs in practice, 
perhaps even reducing the initial shock when transitioning from new graduate to nurse. It would 
be interesting to further explore the impact of education and experience level on moral distress 
and burnout scores.  
 Future research needs to be conducted on interventions focused on reducing moral 
distress and burnout. Initiating longitudinal studies could show the impact of moral distress over 
time and help develop interventions that are most appropriate for the nurses level of experience. 
Research on the impact of nurse-led debriefing sessions in relation to staff satisfaction and 
turnover rates would demonstrate their impact on the hospital system, including turnover and 
financial costs associated with the loss of an experienced critical care nurse. Additionally, 




other types of institutions would help to determine the efficacy of this intervention to reduce 
moral distress and burnout and to also demonstrate its importance not only to the nursing 
profession but to all health care professionals. 
Conclusion 
Nurse-led debriefing sessions identified the value of having interprofessional team 
members participation, as all members of the care team valued the opportunity to develop 
understanding and empathy for other members of the CVTICU team. The overall moral distress 
and burnout scores did not decrease, but individuals who participated in the debriefing sessions 
found benefit in doing so and requested the sessions continue beyond this DNP project. This 
supports the need for interventions to help individuals process morally distressing situations so 
they can continue to be fully present when providing patient care and not become robotic in their 
practice. One individual at the June debriefing session commented “I am very grateful to have 
the opportunity to work with a bunch of empathetic and compassionate coworkers. In difficult 
times like this, we really need to talk about our feelings and care for ourselves so that we can 
prevent emotional burnout which jeopardizes our patient care.” This quote summed up the 







APPENDIX A: MEASURE OF MORAL DISTRESS – HEALTHCARE PROFESSIONALS (MMD-HP) 
© Epstein, Whitehead, Prompahakul, Thacker, & Hamric (2019). AJOB Empirical Bioethics 10(2): 113-124 
Moral distress occurs when professionals cannot carry out what they believe to be ethically appropriate actions because of constraints or barriers. This 
survey lists situations that occur in clinical practice. If you have experienced these situations they may or may not have been morally distressing to you. 
Please indicate how frequently you have experienced each item. Also, rank how distressing these situations are for you. If you have never experienced a 
particular situation, select “0” (never) for frequency. Even if you have not experienced a situation, please indicate how distressed you would be if it occurred 
in your practice. Note that you will respond to each item by checking the appropriate column for two dimensions: Frequency and Level of Distress. 
 





0 1 2 3 4 0 1 2 3 4 
1. Witness healthcare providers giving “false hope” to a patient or family. 
          
2. Follow the family’s insistence to continue aggressive treatment 
even though I believe it is not in the best interest of the patient. 
          
3. Feel pressured to order or carry out orders for what I consider to 
be unnecessary or inappropriate tests and treatments. 
          
4. Be unable to provide optimal care due to pressures from administrators 
or insurers to reduce costs. 
          
5. Continue to provide aggressive treatment for a person who is most likely 
to die regardless of this treatment when no one will make a decision to 
withdraw it. 
          
6. Be pressured to avoid taking action when I learn that a physician, nurse, 
or other team colleague has made a medical error and does not report it. 
          
7. Be required to care for patients whom I do not feel qualified to care for. 
          
8. Participate in care that causes unnecessary suffering or does not 
adequately relieve pain or symptoms. 
          









10. Follow a physician’s or family member’s request not to discuss 
the patient’s prognosis with the patient/family. 
          
11. Witness a violation of a standard of practice or a code of ethics and 
not feel sufficiently supported to report the violation. 
          
12. Participate in care that I do not agree with, but do so because of fears of 
litigation. 
          
13. Be required to work with other healthcare team members who are not 
as competent as patient care requires. 
          
14. Witness low quality of patient care due to poor team communication. 
          
15. Feel pressured to ignore situations in which patients have not been 
given adequate information to ensure informed consent. 
          
16. Be required to care for more patients than I can safely care for.           
17. Experience compromised patient care due to lack of 
resources/equipment/bed capacity. 
          
18. Experience lack of administrative action or support for a problem that 
is compromising patient care. 
          
19. Have excessive documentation requirements that compromise patient 
care. 
          
20. Fear retribution if I speak up.           
21. Feel unsafe/bullied amongst my own colleagues.           
22. Be required to work with abusive patients/family members who are 
compromising quality of care. 





23. Feel required to overemphasize tasks and productivity or quality 
measures at the expense of patient care. 
          
24. Be required to care for patients who have unclear or inconsistent 
treatment plans or who lack goals of care. 
          
25. Work within power hierarchies in teams, units, and my institution that 
compromise patient care. 
          
26. Participate on a team that gives inconsistent messages to a 
patient/family. 
          
27. Work with team members who do not treat vulnerable or stigmatized 
patients with dignity and respect. 
          
If there are other situations in which you have felt moral distress, please 
write and score them here: 
          
Have you ever left or considered leaving a clinical position due to moral distress? 
◻ No, I have never considered leaving or left a position. 
◻ Yes, I considered leaving but did not leave. 
◻ Yes, I left a position. 
 






Measure of Moral Distress for Healthcare Professionals (MMD-HP) 
Scoring and Interpretation 
 
The MMD-HP is a substantial revision of the older Moral Distress Scale-Revised (MDS-R). 
You should review it carefully to ensure that it is appropriate for your study or project. If you 
decide to use the MMD-HP, please include the full citation of the article in your reports or 
publications. 
 
There is only one version of this scale – it is suitable for all healthcare disciplines engaged in 
acute, long-term acute care hospital (LTACH), and outpatient clinic settings. 
 
Scoring: The MMD-HP’s scoring procedure is designed to measure current levels of moral 
distress. The level of moral distress experienced is a function of how often a situation occurs and 
how distressing it is when experienced. The two dimensions should not be studied separately, 
since both are involved in generating moral distress. Conceptually, items that have never been 
experienced or are not seen as distressing do not contribute to moral distress. To generate a 
composite item score, the frequency score and distress scores for each item should be multiplied; 
each item product of frequency X distress (fxd) will range from 0 to 16. Note that this scoring 
approach results in eliminating items never experienced or not seen as distressing from the 
composite score, giving a more accurate reflection of the respondent’s actual moral distress. To 
obtain a composite score of moral distress, the composite item scores should be added together. 
The resulting score based on 27 items will have a range of 0 – 432. Write-in items are not 
included in the composite score. Rather, they are mainly used to monitor for new root causes not 




Since this is a new instrument, we cannot yet say what scores constitute high versus low moral 
distress. One approach to interpretation of scores involves creating “cut scores.” 
Hamric and Blackhall (2007) divided the sample scores into three categories or 
"cut scores" (high, medium, and low groups; 1/3 of the sample in each category) and then compared 
the high and low scorers against selected other variables. 
 
A second approach would be to calculate means and standard deviations for those intending to 
leave their position now due to moral distress and for those not intending to leave their position 
now due to moral distress. Those intending to leave should have higher levels of moral distress 
than those not intending to leave. In this validation study, respondents thinking of leaving their 
positions due to moral distress had an MMD-HP mean score of 168.4; those not thinking of 
leaving their positions had an MMD-HP mean score of 94.3. One caveat with this approach is that 
the two groups are likely to be unequal which may impact statistical analysis. The number of 
participants not considering leaving their position due to moral distress is generally much larger 
than the number of participants considering leaving. 
 





APPENDIX B: MMD-HP SCORE PRE AND POST-INTERVENTION 
MMD-HP Scores 






Frequency Intensity Frequency Intensity 
1. Witness healthcare providers giving "false hope" to a patient or family. 2.21 (1.26) 2.89 (1.1) 2.21 (1.26) 3.52 (0.70) 
2. Follow the family's insistence to continue aggressive treatment even though I believe it is not in 
the best interest of the patient. 
2.86 (1.18) 2.93 (1.05) 2.96 (1.09) 3.59 (0.64) 
3. Feel pressured to order or carry out orders for what I consider to be unnecessary or inappropriate 
test and treatments. 
2.00 (1.31) 2.3 (1.07) 3.37 (0.79) 2.65 (1.06) 
4. Be unable to provide optimal care due to pressures from administrators or insurers to reduce 
costs. 
1.14 (1.3) 2.18 (1.59) 2.15 (1.35) 2.78 (1.25) 
5. Continue to provide aggressive treatment for a person who is most likely to die regardless of this 
treatment when no one will make a decision to withdraw it. 
2.64 (1.16) 3.11 (1.12) 3.22 (0.97) 3.72 (0.61) 
6. Be pressured to avoid taking action when I learn that a physician, nurse, or other team colleague 
has make a medical error and does not report it. 
0.71 (1.15) 2.29 (1.51) 0.70 (0.78) 2.00 (1.41) 
7. Be required to care for patients whom I do not feel qualified to care for. 0.64 (0.91) 2.07 (1.49) 0.74 (0.98) 2.11 (1.48) 
8. Participate in care that causes unnecessary suffering or does not adequately relieve pain or 
symptoms. 
1.96 (1.26) 2.86 (0.97) 2.30 (1.27) 3.26 (1.10) 
9. Watch patient care suffer because of a lack of provider continuity. 1.71 (1.36) 2.36 (1.16) 2.11 (1.12) 2.81 (0.96) 
10. Follow a physician's or family member's request not to discuss the patient's prognosis with the 
patient/family. 
0.78 (0.93) 2.00 (1.52) 1.19 (1.18) 2.59 (1.42) 
11. Witness a violation of a standard of practice or a code of ethics and not feel sufficiently 
supported to report the violation. 
0.68 (0.98) 2.39 (1.62) 1.07 (1.21) 2.30 (1.56) 
12. Participate in care that I do not agree with, but do so because of fears of litigation. 0.43 (0.69) 2.64 (1.34) 1.19 (1.33) 2.52 (1.40) 
13. Be required to work with other healthcare team members who are not as competent as patient 
care requires. 
1.21 (1.13) 2.57 (1.29) 2.11 (1.53) 3.11 (1.15) 
14. Witness low quality of patient care due to poor team communication. 1.61 (1.20) 2.57 (1.17) 1.89 (1.42) 2.96 (1.12) 
15. Feel pressured to ignore situations in which patients have not been given adequate information 
to ensure informed consent. 
0.93 (1.09) 2.50 (1.37) 1.56 (1.42) 2.63 (1.55) 
16. Be required to care for more patients than I can safely care for. 1.04 (0.84) 3.04 (1.14) 2.07 (1.30) 3.15 (1.17) 
17. Experience compromised patient care due to lack of resources/equipment/bed capacity. 1.21 (1.26) 2.39 (1.37) 2.63 (1.18) 3.37 (0.88) 
18. Experience lack of administrative action or support for a problem that is compromising patient 
care. 
1.26 (1.35) 2.52 (1.4) 2.81 (1.47) 3.22 (1.16) 
19. Have excessive documentation requirements that compromise patient care. 2.44 (1.40) 2.67 (1.18) 3.04 (1.19) 2.96 (1.13) 
20. Fear retribution if I speak up. 1.21 (1.50) 2.59 (1.50) 2.15 (1.61) 2.78 (1.50) 





22. Be required to work with abusive patients/family members who are compromising quality of 
care. 
1.25 (1.18) 2.79 (1.26) 1.37 (1.18) 2.58 (1.50) 
23. Feel required to overemphasize tasks and productivity or quality measures at the expense of 
patient care. 
1.61 (1.20) 2.39 (1.07) 2.00 (1.36) 2.52 (1.47) 
24. Be required to care for patients who have unclear or inconsistent treatment plans or who lack 
goals of care. 
1.82 (1.31) 2.54 (1.00) 2.63 (1.39) 2.89 (1.19) 
25. Work within power hierarchies in teams, units, and my institution that compromise patient care. 1.25 (1.24) 2.36 (1.25) 1.44 (1.42) 2.22 (1.31) 
26. Participate on a team that gives inconsistent messages to a patient/family. 1.50 (1.29) 2.54 (1.17) 2.22 (1.42) 2.96 (1.13) 
27. Work with team members who do not treat vulnerable or stigmatized patients with dignity and 
respect. 
0.93 (1.18) 2.71 (1.44) 
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